1. Introduction {#sec0005}
===============

Laparoscopic surgery is now sine qua non in the majority of abdominal surgical procedures. Laparoscopy allows quick access to the abdominal cavity, while avoiding large incisions, which often require a lengthy recovery period. A potential late complication of any abdominal surgery is a port site hernia (PSH). Despite smaller incisions with a laparoscopic approach, the fascia is breeched and there remains the risk of future herniation through the fascial defect. PSH are relatively uncommon, with reported incidences in the English literature of 5.4% \[[@bib0005]\]. They may result in poor cosmesis, such as an unappealing bulge on the abdominal wall or have the potential for serious complications such as incarcerated or strangulated bowel. Risk factors for PSH include the increased port size, patient\`s age, body mass index(BMI), excessive tissue manipulation and operative time \[[@bib0005]\].

2. Case report {#sec0010}
==============

A 42-year-old female, was referred by her family physician with two PSH as a result of a laparoscopic cholecystectomy performed 15 years previously. She reported vague periods of right upper quadrant pain with an intermittent bulge over the past two years. Clinical examination revealed a palpable mass in the right upper quadrant, just to the right of midline, as well as a second mass over the umbilicus with concomittant scar tissue from the previous laparoscopic cholecystectomy. She had recently lost 25 kg of weight intentionally and noticed that the swellings over the two incision sites had become more clinically apparent. There were no other hernias noted. Her surgical history included a laparoscopic cholecystectomy, laparoscopic hysterectomy, open appendectomy, and an exploratory laparotomy to investigate her chronic pelvic pain. Medical history included fibromyalgia, idiopathic angioedema, and gastroesophageal reflux disease. She is an ex-smoker with a 10-pack year history but had not smoked for the past decade.

A computerised tomography (CT) scan of her abdomen was performed to assess the location and extent of the abdominal wall hernias ([Fig. 1](#fig0005){ref-type="fig"}, [Fig. 2](#fig0010){ref-type="fig"}, [Fig. 3](#fig0015){ref-type="fig"}, [Fig. 4](#fig0020){ref-type="fig"}). After an extensive discussion of the risks and benefits of hernia surgery she consented to a laparoscopic repair under general anesthetic. A four-port technique was employed as the distance between the hernia necks on the abdominal wall was greater than 30 cm. The right upper quadrant hernia was initially identified ([Fig. 5](#fig0025){ref-type="fig"}) and the hernia neck exposed ([Fig. 6](#fig0030){ref-type="fig"}). A V-Loc^©^ non-absorbable suture was used to close the hernia neck laparoscopically and the suture was subsequently secured to the abdominal wall with gallbladder clips ([Fig. 7](#fig0035){ref-type="fig"}). A 10 × 15 cm dual layer Ventralite^©^ mesh was then applied to cover the tissue repair. It was secured to the abdominal wall using AbsorbaTack^©^ absorbable tacks ([Fig. 8](#fig0040){ref-type="fig"}). The umbilical hernia was subsequently visualized ([Fig. 9](#fig0045){ref-type="fig"}) and the neck closed with a V-Loc^©^ suture. The suture was also secured to the abdominal wall with gallbladder clips ([Fig. 10](#fig0050){ref-type="fig"}) to prevent suture slippage. A Ventralite^©^ mesh was applied over the tissue repair with AbsorbaTack^©^ sutures ([Fig. 11](#fig0055){ref-type="fig"}). Postoperatively, the patient made an uneventful recovery and was discharged home the same day.Fig. 1CT Scan sagittal view of the umbilical hernia (blue arrow).Fig. 1Fig. 2CT scan axial view of the umbilical hernia(blue arrow).Fig. 2Fig. 3CT scan axial view of the right upper quadrant incisional hernia (blue arrow) through the right Rectus abdominis muscle (orange arrow).Fig. 3Fig. 4CT Scan sagittal view of the right upper quadrant incisional hernia (blue arrow).Fig. 4Fig. 5Right upper quadrant incisional hernia (blue arrow) in relation to the falciform ligament (green arrow).Fig. 5Fig. 6Exposure of the hernia neck (blue arrow) after peritoneal mobilization.Fig. 6Fig. 7Intra corporeal suturing of the hernia neck with a v-loc^©^ non absorbable suture.Fig. 7Fig. 8Ventralite^©^ dual layer mesh over the right upper quadrant tissue repair.Fig. 8Fig. 9Umbilical hernia neck exposure (blue arrow).Fig. 9Fig. 10Closure of the umbilical hernia neck with a V-loc^©^ suture and gallbladder clips (blue arrow) used to secure the suture to the abdominal wall.Fig. 10Fig. 11Two separate Ventralite® meshes over umbilical defect (blue arrow) and right upper quadrant defect (green arrow) showing the completed repair. The right upper quadrant mesh was placed horizontally and the umbilical mesh vertically on the abdominal wall.Fig. 11

3. Discussion {#sec0015}
=============

Following an extensive PubMed and Medline search this appears to be the first case report in the English literature of a patient with two simultaneous PSH. PSH are a late complication that may require symptomatic patients to undergo further surgery. This complication should be considered in the determination of port placement and trocar type.

We were unable to ascertain whether the two PSH developed simultaneously or at different times in the post-operative period following the laparoscopic cholecystectomy. The patient could not furnish us with this information as she was unable to remember. Simultaneous PSH formation may indicate that the patient has a connective tissue defect which may impair wound healing leading to the PSH. She did not develop hernias from her other abdominal surgeries, so we remain skeptical of this scenario.The two herniae did not develop in the midline as envisaged by the CT scan.The epigastric hernia is clearly evident penetrating the right Rectus Abdominis muscle.This leads us to believe the PSH development were independent of each other in the post operative period and not due to any connective tissue defect.

Trocars greater than 10 mm have the greatest risk of future herniation and appear to be more common around the umbilicus \[[@bib0010]\]. There has been controversy as to the incidence rate of PSH and a recent study found that this could be as high as 40% for ports greater than 10 mm \[[@bib0015]\]. The operative report for the original laparoscopic cholecystectomy is no longer available, and we are unable to determine the port size used for this particular case. The two PSH occured in the location where surgeons regularly insert 10 mm ports during a laparoscopic cholecystectomy i.e. the epigastrium and the infra umbilicus. The highest rate of port site hernias occurs with laparoscopic ventral hernia repairs due to the use of 10 mm and 15 mm ports. These patients tend to have greater BMI's and it has been recommended to close the fascia with an onlay mesh to reduce the incidence of PSH \[[@bib0020]\].

The hernia defects were closed in two stages. This involved intra corporeal suturing of the hernia necks with non-absorbable suture and subsequent application of an underlay dual layer Ventralite^©^ mesh. The inner layer of this mesh consists of a hydrogel layer that faces the bowel and reduces the incidence of bowel adhesion. The outer layer consists of prolene which is in contact with the abdominal wall causing fibrosis.

The closure of the hernia neck results in the restitution of the abdominal wall anatomy with superior physiological functioning of the musculature.This data has been extrapolated from the component separation technique, which has resulted in decreased hernia recurrence rates due to an improved Rectus Abdominis musculature function.

Another potential consideration for laparoscopic surgeons is the new technique of single incision laparoscopy (SIL) that reduces the number of skin incisions to a single incision.Current literature suggests there is no difference in PSH incidence or chronic pain post laparoscopy with SIL when compared to conventional four port laparoscopy \[[@bib0025]\]. Further studies may be required as the SIL technique has not been adopted by the majority of laparoscopic surgeons and we still await the long-term outcomes of this technique.

4. Conclusion {#sec0020}
=============

We present a 42-year-old female with two simultaneous PSH that were laparoscopically repaired. A search of the current English literature was unable to locate any case report of two simultaneous PSH in the same patient and we present the first such case report.

Surgeons today are performing more laparoscopic procedures to avoid the long recovery associated with open surgery and it behooves us as clinicians to have a clearer understanding of the pathophysiology of PSH thereby reducing their incidence.

This case report has been reported in line with the SCARE criteria \[[@bib0030]\].
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